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Hydatid cysts in the body may grow to a 
large size, may rupture and become widely 
disseminated, may cause death by anaphyl-
axis or cause severe and disabling disease 
and ultimate death by interference with and 
destruction of vital organs in the body. 
Sometimes they die and become calcified— 
or may become infected and form an abscess. 
They should always, therefore, be removed 
unless the patient is too old and decrepit to 
stand an operation or unless there is evidence 
that the cyst is dead and is causing no 
trouble and is unlikely to cause any trouble. 
In a previous article in this Journal,2 you 
will have read of the incidence of hydatid 
disease in this country and how Tasmania has 
a much higher incidence than elsewhere in 
Australia. From a surgical point of view this 
means that surgeons in Tasmania have con-
siderably more experience in the treatment of 
this disease than most. I will discuss some-
thing of the principles of treatment and give 
you some illustrations of what has been 
achieved in this city in the last few years. 
I have recently been reading, with some 
interest, the reports of the Intercolonial 
Medical Congress held in Melbourne in 1889, 
in which there was a general exposition on 
the diagnosis and treatment of hydatid 
disease. 
Between 1878 and 1888, Victoria alone 
averaged 50 deaths a year, New South Wales 
had 11 deaths a year, South Australia 8 and 
Tasmania 3. This represented 0.4% of deaths 
in Victoria, 0.1% in New South Wales, 0.2% 
in South Australia and 0.15% in Tasmania. 
Victoria at this stage had by far the largest 
sheep population and had the highest evi-
dence of hydatids. New South Wales and 
South Australia are not really significant as 
the climate there is too hot for the hydatid 
eggs to survive for long. Now Tasmania has 
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five times the incidence of hydatids that Vic-
toria has. Although other states have re-
duced their number of hydatid infestations 
it appears to be static or rising in Tasmania. 
For nearly a hundred years surgeons and 
physicians have been attempting to find a 
cure for the hydatid cyst once it has been 
established in the body. Ideally the aim has 
been to produce a drug which will kill and 
destroy the cyst without endangering the life 
or health of the host. So far this has been 
quite beyond the resources of medical science, 
but there have been some advances which I 
will discuss later. 
The main problem has always been that 
although the cyst may be killed it still re-
mains a foreign body to which the host's 
tissues react and it can still be dangerous to 
the host by pressure or by rupture or by 
infection by pyogenic organisms. 
In the 1880's there were four methods of 
treatment. 
1. Aspiration with or without injections 
of material lethal to the scolices. 
2. Drainage by trocar and cannula. 
3. Drainage and removal by operation. 
4. Marsupialization. 
By and large, three of these methods have 
been discarded as unsatisfactory and now 
the aim is at removal of the cyst and all its 
contents with or without subsequent drainage, 
depending upon the tissue in which it is 
growing and also on the size of the cyst, 
the aim being complete removal of all 
hydatid material with as little disruption to 
the normal function of the body as possible. 
Remember the hydatid cyst in the body 
has an adventitia around it consisting of the 
squashed host tissue displaced by the growing 
cyst, then the cyst wall itself, called the 
laminated membrane, which may be quite 
thin and is easily ruptured, and inside this 
is the hydatid fluid containing scolices or 
hydatid sand. Each of the grains are capable 
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of growing into a daughter cyst, but the 
fluid cannot cause further cysts to grow on 
its own. These scolices are denser than the 
fluid and so sink by gravity to the bottom of 
the cyst. 
There are three ways of removing the cysts. 
(1) By dissecting around it very care-
fully and trying to remove it intact. How-
ever, there is a great danger of rupturing the 
cyst during removal and spilling scolices 
everywhere with subsequent development of 
daughter cysts. This method, therefore is 
used only when the cyst is small or in an 
area of very soft tissue such as the lung or if 
the cyst is lying free in a serous cavity. 
(2) By first aspirating the fluid and then 
removing the cyst wall. This is the method 
most commonly used. It is necessary, how-
ever, always to try to approach the cyst 
from above. There is always some spill of 
fluid and if the approach is made from be-
low then the scolices will be spilt with the 
fluid, but from above the fluid spilt con-
tains no scolices and therefore is not po-
tentially dangerous. Hence the wise surgeon, 
when making his choice of approach to the 
hydatid cyst, always tries to come at it from 
above even though this may be more difficult 
technically. An example of this is the ap-
proach to the liver, the commonest site of 
hydatid cysts. When approached from the 
abdomen there is often soiling of the peri-
toneal cavity by scolices spilt during drain-
age. Hence the surgeon often goes through 
the chest to come down on the upper surface 
of the liver, and this greatly reduces the 
danger of peritoneal soiling with hydatid 
sand. 
(3) Quite often the hydatid has ruptured 
before any attempt at surgical removal, due 
to the denseness of the tissue in which it is 
growing, in which case there may be multiple 
cysts of various sizes and shapes within the 
one adventitial "cyst" cavity. They then must 
be removed one by one until the cavity is 
clear. There is usually some unavoidable 
contamination by fluid containing scolices 
and it is usual to swab out the cavity with 
some substance lethal to the scolices. In the 
past this has usually been formalin, but a 
couple of years ago reports came from South 
America about the value of brine. This has 
the advantage over formalin that it is not so 
toxic to the host, causes rupture of the 
scolices by osmosis and stimulates intense 
fibrous reaction by the host, thus tending to 
wall off any further cysts. 
It has been used with great effect by ortho-
paedic surgeons in the treatment of hydatid 
cysts in bone. Here the solidity of the 
structure in which the cysts are growing is 
such that hundreds of little cysts about the 
size of grains of wheat develop in the inter-
stices of the bone, and they behave almost 
like a malignancy. Repeated irrigation by 
brine ruptures and kills the cysts which drain 
out of the open wound, 
When the cyst or cysts have been removed 
there is a space left which must be either 
filled or drained. When the cyst has been 
in some elastic or expansile structure then 
the surrounding tissue will expand enough to 
fill the space. Thus in the lung it is often 
possible to sew up the cavity of the cyst. 
Likewise if the cyst is in the peritoneal 
cavity the intestines will fill the space after 
its removal. However, if a structure is more 
solid then a space will remain and this must 
be drained. A good example of this is the 
liver where blood and bile tend to accumu-
late in the space after the cyst's removal 
and, if un-drained, almost inevitably become 
infected, so that a large drain is nearly 
always put into the liver after removal. 
Sometimes before reaching the surgeons, 
cysts may reach an enormous size and the 
residual cavity may take a long time to 
close. I have known of one cyst in the 
liver which contained three litres of fluid, 
and the subsequent cavity took 10 months 
to close completely. 
Occasionally the tissue of the host in 
which the cyst is growing may have to be 
removed. An example of this is a lobe of 
the lung. However, when the organ is single 
this is just not possible. After removal of 
primary cysts, secondary or daughter cysts 
may develop but these are often less active 
than primary cysts and the body reaction 
to them is better and this applies even more 
to the tertiary cysts. Therefore the surgeon's 
motto in dealing with hydatids should be 
nil desperandum. One should never give up, 
and often after multiple removals no further 
recurrence is found. 
